MISSOURI DIVISlON OF HEALTH — STANDARD CERTIFICATE OF DEATH

CERPARTMENTY Of PUBLIC HEALTH AND WEL FARE

DO NOT WRITE
ON THIS $TUB

Registration District No.

_3_1_8_Frimary Registration District No. _I,Oi__)_g_:,_nggi;g-ﬁ; No. _,_3;6_&&-.

Z63<013229

STATE FILE NUMBER

‘VS 300
Rev. 4/59

TDATE AMENDED

1. pAceld
2. COUNTY

"2, USUAL RESIDENCE (Where decessad livad,

a STATE psgeourdt COUNTY St Louis

If institution: Residence before
sdmission)

b. CITY [If ovtsice corporate. limits, give TO

1w St, Louis

WHNSHIP anly)

Length of stay in 1b

c. CITY
OR
TOWN

Lemay

Inside Limits
YasXig No' [

c. FULL NAME OF {if NOT in hoapital; give
HOSPITAL O

focation)

STITUTION. Lutheran Hospital

inside Limirs

d. STREET
ADDRESS

¥ cutride, give locstion)

915 Victory Drive

Reside on Ferm

Y O No%]

Yar X No O

_ First

3. NAME OF DECEASED
' Hanna

(Type ot print}

Emmenegger. .

Last - 4 DATE

OF

DEATH March

Month

Yeaar

1963

Day

27,

5. SEX

Female White

6. COLOR OR RACE

Widowad G}

7., Married [J Never Married []

Divorced []

10s. USUAL OCCUPATION

ﬁrorﬁ iforklng life, even if retired)

Give kind of work done

Own Home

10b. KIND OF BUSINESS OR INDUSTRY

9. AGE (lest birthday)

IF_ UNDER T YEAR ! IF UNDER 24 HR

ﬂs. DATE OF BiRTH

7/28/1885 77

Months Days Howrs Min.

1. BIRTHPLACE (City and state or country)

12, CITIZEN OF WHAT COUNTRY

U.S.A,

St. louis, Missouri

14. NAME OF HUSBAND OR WIFE

13, MOTHER'S MAIDEN NAME

"Rosa Schilling Albert
14 . Srwr1Al SECLIDITY BN 17. INFORMANT Address
Adele Emmensgger 915 Victory Dr. lemay,Mo,

INTERVAL BETWEEN
ONSET AND DEATH

Sk,

13a. FATHER'S NAME

Joseph Schmidt

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yes, Nooof unknown) I (IF yes, gi\nafsr dates of sery

8. CAUSE OF DEATH (Enmr cnly oneicause per lin

N o i N o705 (L ms )
OUE 1O (61 MWS/IZ y/ﬂ (A2, LAS ESSE.
;ue 10 @) 5? 3 A

OTHER SIGNIFICANT CDNDi‘IIONS CONTRIBUTING TO DEATH but not related to the terminsi

disease ﬁdmon given in PART | " )
ﬁm
. DESCRIBE HOW INJURY OCCURRED, (Enter nature of

DOCUMENT

which’ gava rise ta
sbove cause [a),
stating the under-
lylng <auss

INSTEAD OF

Conditions, if any, }

last,

PART JIl. If deceasad was female was
thars a’ prapnancy In last 90 days.

0O Yes o
njury in PART | or PART 11 of item 18.)

PART ll

ngnown

Col s —

19. WAS AUTOPS 20s. ACCIDENT ~ SUICIDE  HOMICIDE
PERFORMEI m} 0O [m]
YES [ NO' . )

20c. TIME OF
INJURY

Hc_u_.nr Month, Day, Yesr
a.rm.

pm.
‘“20d.. INJURY OCCURRED

© WHILE AT WORK ]
NOT WHILE AT WORK []

hY

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

20e. PLACE OF INJURY {e.g., in or sbout home, 20f. CITY, TOWN, OR LOCAT_ION

farm, factory, sireer, office bidg., efc.)

COUNTY
her

nd 1ast S3W fpaudlive ON j’z &E—43

| atrended the deceased ﬁo,.._%,_é_#_.
Death o-:cn.lrrad at 4'_111 on the date stated above, end to the best of my knowledge, from the causes stated.

22¢c. DATE S)GNED
22a. SIGNA’ (Degrn o 220, ADDRESS/_ ) ”’/

: %9 22D | [0 328 43
"23d. IﬁCAI'ION"(Cuy. town, ar county)

2a. BURIAL CREMATION, | 23b. HATE 23c. NAME OF CEMETERY OR CRE l'!'gRY (State)
Afftony Mo,

REMOVAL (Specify) Park
moval Mar.30,1963 Sunset Burial Par 2. REEZM“T'GNAE!E :'{/_

¢ '“'Efo?ﬁn elater Mortuaries * MAR 29 1963 _

OR
TYPEWRITER RIBBON

n.

USE BLACK INK

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.,




STATEMEN'I' BY I.ICENSED EMBAI.MER

- LI Sy

)

[+
1

L")

o

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed ‘by me,

or by

-—

\-.Siudeﬁ‘l Emba!mer No._ .~

oxunty . *ag

S

working undér my personal ‘supervision..

e

Student

ydsxSete], 006T

Signature of Student Embalmer ] : V ' /
Co o : - . A Llcensed Embalmer No 4/?
’ s < PR e Addressﬂ@_%
. . / 1
Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN. HANDWRITING.. (Failure to complv
.. with the:abave constitutes grounds for revocation of ||cense)

If emba1med by a STUDENT ke also shall sign- in "his OWN handwriting.,

If this body is not’ embalmed fact should" be $0 srated above
] J ' ‘IF *

_E‘ng_ii.;-“c mM_L-

JE t-‘ -

'-J";'




